It is important to understand the needs of those veterans who are homeless. We describe characteristics of homeless male veterans and factors associated with needing VA benefits from a two-city, community survey of 531 homeless adults. Overall, 425 were male, of whom 127 were veterans (29.9%). Significantly more veterans had a chronic medical condition and two or more mental health conditions. Only 35.1% identified a community clinic for care compared with 66.8% of non-veterans ( P < .01); 47.7% identified a shelter-based clinic and 59.1% reported needing VA benefits. Those reporting this need were less likely to report a medical comorbidity (58.7% vs 76.9%; P = .04), although 66.7% had a mental health comorbidity and 82.7% met Diagnosic Screening Manual (DSM)-IIIR criteria for substance abuse/dependence. They were also significantly more likely to access shelter clinics compared with veterans without this need. Homeless veterans continue to have substantial health issues. Active outreach is needed for those lacking access to VA services. 
It is important to understand the needs of those veterans who are currently homeless. Are they still a unique subgroup among homeless persons? How effective are current Veterans Administration (VA) efforts at serving them?
We present data from a two-city, community-based survey of 531 homeless adults. The aims of this project are to compare demographic characteristics, comorbid conditions, and sources of usual care among homeless male veterans and non-veterans and to specifically look at characteristics of homeless veterans who report needing VA benefits.
METHODS
We conducted a cross-sectional, community-based survey of homeless adults in Pittsburgh and Philadelphia using face-to-face interviews over a 5-month period: April to August, 1997. Approval from the Institutional Review Boards at the University of Pittsburgh and the University of Pennsylvania was obtained. The response rate was 93%.
Study Population
Inclusion criteria were age greater than 18 years and homelessness for the majority of the previous 3 months. Participants received 5 dollars in cash or in bus tokens and a listing of area service providers upon completing the interview.
Study Sites
Survey sites were clustered as: 1) unsheltered enclaves (abandoned buildings, cars, and outdoors) and congregate eating facilities; 2) emergency shelters; and 3) transitional housing or single-room occupancy (SRO) dwellings to ensure representation by all sheltering-based subgroups of homeless persons. Sites within each cluster were selected with probabilities proportional to size (pps sampling) for individual recruitment, with either random or systematic sampling at each selected site depending on capacity.
The selection of interviewees varied depending on the type of site and the number of people present at the time of the interview, using 1 of 4 selection plans. The details of the selection strategy have been explained elsewhere. 7 All interviews were audiotaped with 10% randomly selected for review each week to ensure data integrity.
Survey Instrument
The National Technical Center (NTC) Telephone Substance Dependence Needs Assessment Questionnaire was used 8 after being modified to accommodate face-to-face interviews and to include questions specific to homelessness from previously administered questionnaires. 3, 9 Definitions of substance abuse and dependence followed the Diagnostic Screening Manual (DSM)-IIIR criteria. 10 Individuals were asked whether they were veterans of the Vietnam War or Gulf War, and if they were currently receiving VA benefits, their health care at a VA facility, or had VA health insurance. Respondents were also asked to rate potential needs from a list of 18 categorical options. Eligibility for veterans programs was not assessed as part of the survey. The Behavioral Model for Vulnerable Populations, which groups factors into categories of predisposing, illness, and need, was used as the theoretic framework for assessing our findings.
11

Methods of Analysis
Only 2 of the 129 veterans identified in this sample were women. Therefore, analyses are presented comparing only homeless men. Differences between veterans and nonveterans were assessed with chi-squared or Fisher's exact tests for categorical data and Student's t test for continuous data. Independent variables for being a homeless veteran were assessed in a multiple logistic regression model. SPSS 10.0 (Chicago, IL) and StatXact (Cambridge, MA) statistical software packages were used for analyses.
RESULTS
Overall, 531 homeless adults were interviewed in Pittsburgh ( N = 267) and Philadelphia ( N = 264), PA, of whom 425 were male. Among male veterans, 127 (45.0%) were Vietnam War veterans and 11.6% were Gulf War veterans.
Demographic Characteristics
Homeless male veterans were significantly older (43.4 vs 39.2 years, P < .01), better educated (>12th grade education; 86.6% vs 64.3%, P < .01), and less likely to have been arrested in the previous 12 months (10.2% vs 20.5%, P = .01). In the multiple logistic regression model, only age > 40 years (OR 1.1; 95% confidence interval [CI] 1.0 to 1.1) and having at least a 12th grade education (OR 3.5; 95% CI, 1.9 to 6.4) were independently associated with veteran status.
Comorbidities, Health Insurance, and Source for Usual Care
Homeless male veterans were significantly more likely to report a chronic medical condition (66.1% vs 55.4%; P = .04) and 2 or more mental health conditions (33.1% vs 22.2%; P = .02), with higher rates of hepatitis/cirrhosis (18.9% vs 7.0%, P < .01) and posttraumatic stress disorder (18.1% vs 8.1%, P < .01) reported. There was no difference in DSM-IIIR defined alcohol or drug abuse/dependence between veterans and non-veterans, although rates for both groups were extremely high (79.5% and 82.6%, respectively) ( Table 1) .
Homeless male veterans were significantly more likely to report going to a shelter-based clinic or street outreach team for usual care (47.7% vs 0%, P < .001), while nonveterans were significantly more likely to report going to a community clinic (66.8% vs 35.1%, P < .01) or an emergency department (17.0% vs 9.0%, P = .05). Homeless male veterans were also significantly more likely to have health insurance (67.5% vs 54.4%, P = .01) with most of this difference due to VA coverage. Overall, 41.1% of veterans reported accessing the VA health system, including VA emergency departments, hospital-or community-based clinics, or, in Pittsburgh, a nurse-administered homeless outreach program.
Daily Sustenance and Self-Identified Needs
Money from odd jobs or steady employment was the most frequently identified income source (veterans: 50.4%; non-veterans: 45.3%). Non-veterans more likely reported income from hustling / stealing (21.1% vs 8.7%, P < .01) while veterans more likely reported income from selling plasma (17.3% vs 11.4%, P = .01).
Overall, 59.1% of veterans surveyed reported needing VA benefits. There were no demographic differences between these individuals and those not needing benefits. They were significantly less likely to report a medical comorbidity (58.7% vs 76.9; P = .04) although they had comparable rates of mental health comorbidities (66.7%, 53.8%, P = .19) and alcohol or drug abuse/dependence (82.7%, 75.0%, P = .37). This group was significantly less likely to access a community clinic (25.0% vs 48.9%, P = .02) but more likely to access a shelter-based clinic or street outreach team (56.3% vs 36.2%, P = .04). (Table 2 ) They were also more likely to report needs in 10 of 18 service categories, including physical health care, substance abuse treatment, and entitlement assistance.
DISCUSSION
The data presented suggest homeless male veterans continue to have greater medical and mental health needs than non-veteran homeless men. They are also significantly less likely to access community health centers, instead relying on shelter-based and street outreach services for care. These findings support the importance of continuing to distinguish homeless persons by veteran status and the ongoing need to tailor interventions and services for this subgroup.
The VA has developed some of the most comprehensive and successful models for homeless care and has made a substantial commitment to their needs. 12, 13 In 1998, 20%
of the VA annual inpatient mental health budget ($404 million) was spent on homeless persons. 12 However, while homeless veterans without public assistance are more likely to access VA programs, researchers also found that the majority of individuals in domiciliary care programs were already established patients in the VA. 14 How well positioned this system is to provide outreach to those veterans not engaged in VA-based care requires further investigation. In our study, the majority of homeless male veterans reported needing veterans benefits. Those reporting this need were significantly less likely to be accessing community clinics, relying instead on shelter clinics and street outreach for their care. While they were less likely to have a medical condition than those without a need for veterans benefits, over half had at least one chronic medical condition, two thirds reported a chronic mental health condition, and 82.7% met criteria for alcohol or drug abuse / dependence. The need for VA benefits is relevant to receipt of health services, and especially to the scope of services indicated for this population. Earlier research demonstrated that facilitating enrollment in VA programs and receipt of VA benefits is likely to increase utilization of VA services and improve quality of life. 15 Gamache et al. found that "enabling" factors, including entitlement to VA services and proximity to VA facilities, were more important than "predisposing" (demographics, wartime experience) or "illness" factors in predicting VA service use. 16 Wenzel et al. identified "need" factors (chronic medical problems, mental health needs, substance abuse) as more strongly related to health services use in a cohort of homeless veterans in Los Angeles. 17 Finally, health insurance, recent medical need, and comorbid conditions were all independently associated with identifying an ambulatory clinic for usual care among Pittsburgh, PA homeless persons. 18 It is likely that increasing enrollment in VA services alone will not be enough. An exploratory study of homeless veterans' perspectives on social service use identified high levels of stress and frustration with the delivery system. 19 How effectively services are tailored to homeless veterans' unique needs will also be important. This is likely to be relevant to the effectiveness of the Homeless Veterans Comprehensive Services Program Act, which allows the VA to broaden the pool of providers serving homeless veterans. 20 Over half of the respondents who reported needing veterans benefits were accessing shelter clinics and street outreach teams. This argues for enhancing outreach and engagement at sites where homeless congregate as critical to any care plan. The scope of need identified by homeless veterans needing VA benefits further supports the importance of wrap-around and There are several limitations to consider when interpreting these findings. First, the data are self-reported and not validated by any collaborating sources. It is possible that respondents underreported the amount of care they were receiving at the VA or overreported their VA eligibility. We did not verify veteran status, including whether they had an honorable or dishonorable discharge from the service. Given the paucity of veteran women in our sample, we only report on male veterans and our results cannot be assumed to apply to women also. Finally, the data presented are on an urban homeless population and cannot be generalized to suburban or rural settings.
In summary, veterans are disproportionately represented in homeless samples and continue to have substantial needs. Special attention must also be given to engaging homeless veterans not currently accessing services or receiving benefits. (17) .04
